.
The overall goal of this exploratory mixed-methods study was to engage in dialogue with Canadian grief counselors about CG, to contribute to the international discussion about the topic, and to explore the possibility of creating a community of practice focused on this area. We were guided by the question: What is the state of the art of CG diagnosis and treatment in Canada? Our specific goals were (a) to identify the tools most used by Canadian practitioners to diagnose CG, (b) to identify the interventions most used for CG treatment in Canada, (c) to determine possible challenges to diagnosing and treating CG in Canada, and (d) to determine if there is an interest in developing a community of practice focused on CG in Canada. As we analyzed the data, we realized that the information we collected was not consistent enough to fully address our first two goals. Therefore, these goals were modified and we focused our inquiry on only two goals: (a) how Canadian practitioners diagnose CG, and (b) how Canadian practitioners respond clinically to CG.
This study was approved by the Island Health Ethics Board and participants provided informed consent before taking part in the study.
Method

Study design
We used a convergent parallel QUANþQUAL mixed-method design (Creswell & Clark, 2007; Creswell, 2014) focused on professionals working with grief. This triangulation model allowed us to expand and validate quantitative data (from surveys) with qualitative data (from interviews). We compared and integrated main findings to better understand the state of the art of CG in Canada.
Study population
To identify Canadian clinicians diagnosing or treating CG, we consulted The Canadian Counseling and Psychotherapy Association website and the website of the Psychological Association of each Canadian province (see Table 1 ). Yukon does not have an association, and the associations from Northwest Territories and Nunavut do not have a website. With the intention of being as inclusive as possible, we selected all professionals who specialized in grief and those for whom we were able to obtain an e-mail or phone number.
Professionals from each province or territory whose e-mail addresses we had obtained were invited to respond to an online survey through an introductory e-mail. We also telephoned additional professionals when phone numbers rather than e-mail addresses were provided and invited them to respond to the survey. A Google search also identified hospice programs that provide bereavement services from all provincial capitals.
1 These hospices were contacted by phone, and surveys were sent to institutions that agreed to forward them to their bereavement staff.
The online survey collected demographics plus information regarding tools used for CG diagnosis and interventions. Participants were also asked to provide their contact information if they were interested in being interviewed or if they were interested in participating in a CG community of practice. Participants that provided their contact information to be interviewed were contacted by phone.
Participants reported a number of different titles when asked about their profession: psychologist (n ¼ 21, 33.3%), psychotherapist (n ¼ 17, 26.9%), counselor (n ¼ 10, 15.9%), counseling or clinical therapist (n ¼ 6, 9.5%), social worker (n ¼ 3, 4.8%), director (n ¼ 2, 3.2%), therapist (n ¼ 1, 1.6%), child and youth mental health therapist (n ¼ 1, 1.6%), volunteer coordinator (n ¼ 1, 1.6%), and clergy (n ¼ 1, 1.6%),
Surveys
We developed a survey (see Figure 1 ) to collect demographics and data on CG diagnosis and treatment and to collect contact information when participants were willing to be interviewed or participate in the CG community of practice (name, mailing address, email address, and phone number). The survey was developed after a literature review using PUBMED. We used the terms "complicated grief" or "prolonged grief" or "complex grief" or "persistent complex bereavement disorder" and searched articles published between January 2010 and January 2015. Our search yielded 439 articles overall: 6 tools to diagnose CG and 18 interventions to treat CG were identified and included in our survey. We also conducted a grey literature search (Google search) using the name of each identified intervention looking for supplementary information on their use. Aiming to provide respondents with additional information regarding the selected tools and interventions, we added the author(s) and date of recent references that either reviewed tools and interventions used to diagnose and treat CG or described the tool or intervention in detail. To our knowledge, the only interventions designed specifically for CG were Complicated Grief Therapy (CGT) and Complicated Grief Group Therapy (CGGT). The other 16 interventions represent approaches that have been applied to CG with varying degrees of success.
Interviews
All participants interested in being interviewed were contacted. Interviews were performed by a master's-level clinical counselor (AW) with extensive grief counseling experience. During the interviews, we sought to obtain 
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in-depth information regarding challenges for diagnosing and treating CG and also participants' potential interest in the development of a community of practice for professionals who are working with CG (see Appendix 1). Interviews were audio-recorded and subsequently transcribed verbatim. The sources of all quotations presented within this manuscript have been assigned numbers to ensure participants' anonymity.
Data analysis
Quantitative data were analyzed using descriptive statistics (percentage of responses). The small number of participants and the heterogeneity of the data did not allow for any inferential analysis. Qualitative data were analyzed using thematic analysis (Braun & Clarke, 2006) . We chose a data-driven approach to thematic analysis due to the descriptive and exploratory nature of this study. In addition, we chose to provide a thematic description of our entire data set rather than a detailed account of one particular aspect.
We conducted two levels of thematic analysis: looking for both the semantic or explicit meaning and the latent or underlying meaning of the data. The first three authors independently generated initial codes after reading 12 transcripts. Codes were determined according to the number of times and ways in which they were raised, and their importance or "keyness" to the practitioners in the context of the interviews. The four authors then met to share and discuss the codes they had identified independently. As there were differences, a second reading of the transcripts and coding of data was done. The authors reconciled remaining differences through further discussion, sorted the codes into broader themes, and coded one additional interview (13 in total) to ensure the semantic analysis was complete.
Quantitative and coded qualitative data were subsequently compared and integrated in a second level of interpretive analysis by the four authors. The focus of this second level of analysis was to uncover and explore relevant assumptions or impressions that may have informed the semantic analysis. Next, themes and subthemes were further defined and checked for consistency as a group until latent analysis was completed.
Results
Quantitative findings
Using the contact information obtained through our website searches, we sent 1,058 emails (83 of them were returned as undeliverable). Therefore, the number of people identified through our website searches that received e-mails from us was 975. We also phoned 108 individuals and contacted 39 Canadian hospices. A total of 63 Canadian grief professionals (approximately 6% of those contacted) responded to our survey. The main reason voiced by the majority of professionals that declined to participate was that they were not involved with diagnosing or treating CG. Table 2 summarizes the response rates by province or territory.
Twenty-one (37%) of the 63 professionals surveyed agreed to be interviewed, but only 13 (21%) were actually interviewed due to scheduling difficulties (e.g., unable to connect for booking). Twenty-seven (approximately 43%) of the 63 respondents were interested in a CG Community of Practice. Table 2 summarizes the response rates by province or territory.
A large number of participants (n ¼ 36, 47%) indicated they used tools other than the ones listed in our survey or did not use a tool at all to diagnose CG but rather based assessments on their clinical experience and judgment. Other tools the participants used were the Beck Depression Inventory II, Grief and Mourning Status Interview and Inventory, Bereavement Risk Assessment Tool, Childhood Grief Inventory, Geriatric Depression Scale, and DSM-IV.
None of the respondents used only CG specific interventions (CGT or CGGT) to treat CG; however, 13% of them (n ¼ 8) reported using CGT and at least one of the other listed interventions on our survey. Cognitive behavioral therapy (n ¼ 6) was the more frequent intervention used alongside CGT to treat CG. A large number of respondents (n ¼ 28, 44%) reported using one to five of the listed interventions to treat CG (but did not use CGT). Bereavement Support Group (n ¼ 11), cognitive behavioral therapy (n ¼ 19), and Mindfulness-Based Cognitive Therapy (n ¼ 8) were the mostused listed interventions by this group of clinicians. Notes: a Although we have asked on our e-mail for people to let us know if they decide to decline answering our survey (and why), only a small number formally declined (by e-mail or over the phone). The main reason was not diagnosing and or treating complicated grief.
b
Percentage of people that received e-mail in each province.
c Although people did not identify themselves on the survey as working in these provinces or territory, they all provided contact numbers and, when interviewed, confirmed their address.
Interventions that were cited by respondents but were not part of the list we provided included Eye Movement Desensitization and Reprocessing (n ¼ 3, 5%), Internal Family Systems (n ¼ 2, 3%), emotion-focused therapy (n ¼ 2, 3%), and art therapy (n ¼ 2, 3%). Table 3 summarizes the answers related to the tools used to diagnose and treat CG.
Qualitative findings
Thematic analysis (semantic and latent) of participants' responses (n ¼ 13) to our individual interviews highlighted three main themes related to the diagnosis and treatment of CG in Canada: complex clients, diverse professionals, and CG challenges.
Complex clients
We identified significant client-specific factors that appeared to contribute to the complex issues that were identified in most clients who were believed to have CG. Within this overarching theme of "Complex Clients," four subthemes were identified: concurrent mental health or addiction issues, multiple layers and losses, trauma, and barriers to diagnosis and treatment.
Concurrent mental health or addiction issues.
The presence of concurrent mental health and addiction issues was identified as a common and complicating factor for many clients who experienced CG. This co-occurrence may or may not have included a DSM diagnosis such as clinical depression, generalized anxiety, or mood disorders. Whether or not a DSM diagnosis existed for a client, practitioners identified the presence of these concurrent issues as a major consideration in treatment. One practitioner said, Often, I find when people are having difficulty … sometimes it can be more complicated than that but often there's kind of a major thing that's in the way of helping them to heal. Sometimes it can be something like … experience of depression in their lives that has come up more because of the grieving. So … there's multiple things going on. [Interview 7] Although concurrent mental health diagnoses were noted as occurring for many clients who may have CG, another interviewee expressed additional complex considerations specific to the past and present challenges faced by clients: "There is a good part of the population that really displays that generational complex family dynamic of alcoholism and the sexual abuse, physical abuse, verbal abuse, et cetera…. It is rare that I receive healthy, simple grief." [Interview 8] Multiple layers/losses. A second subtheme identified was the presence of "multiple layers" of loss and death in the lives of clients who present with CG. In addition to the experience of trauma, additional consideration was given to treatment and intervention when the person who died was an abuser: "When an abuser … gets sick and dies or commits suicide there is a whole host of feelings that you could put under the rubric of Complicated Grief" [Interview 6].
Barriers to diagnosis and treatment. A number of the practitioners interviewed work either in entirely First Nations communities or communities in which many aboriginal people live. One interviewee reflected on this particular theme in the following way: "Probably a third of my clients are First Nations … many of them are residential school survivors so there's … grief" [Interview 7] . A barrier to treatment was related to a client's lifestyle, and pertained to life in rural communities. One interviewee said, "Always with [rural] clients, whether it's transportation or timing or work schedules … there's just a time factor" [Interview 5]. If a client was a recent immigrant, or was a family member of recent immigrants, this also was seen to be significant. Among the other considerations were cultural views of mental health, variations in how stigma is attached to mental health issues, religious and cultural beliefs, knowing how to access services, and the recognition (or lack of recognition of) mental health problems. For example, "Deep down, in their culture…. they know there is a problem but they don't really consider that it's a problem either … people think they are crazy if they access this kind of service…. They don't want to be labeled" [Interview 2]. Additional barriers might include language barriers and stigma related to the kind of loss. "There are very few people [who] are professionally trained and can speak the language too … there are some, but not enough" [Interview 2], and also, "One of the first hurdles is feeling stigma or shame at the intensity and complexity of feelings … oftentimes people are getting messages from friends and family or workplace about 'get over it'" [Interview 6]. Social responses to a person and their experience of grief can be positive or negative, and can be received from anyone connected to a client such as friends and family members or health professionals.
Diverse professionals
We identified significant factors related to the diversity of professionals dealing with CG that appeared to contribute to the way CG is diagnosed and treated in Canada. Within this overarching theme of "Diverse Professionals," four subthemes were identified: settings, diverse definitions, wide-ranging assessment tools, and diversity in interventions.
Settings. Professionals working with CG in Canada came from a variety of settings ranging from private practice to community and hospital settings. Many worked in specialty areas such as perinatal loss or sexual abuse. Some worked with accident victims or cancer patients. Other professionals worked in community agencies, or hospital and hospice settings. When asked what their involvement with CG had been, professionals often described their work settings. For example, "Well, I am the volunteer coordinator…. This is a small town, around sixty-five thousand people … and it is … historically a miner region here" [Interview 8].
Diverse definitions.
There was no common definition of CG among the professionals interviewed, nor were there any CG characteristics that were universally identified. What professionals did agree on regarding the definition of CG was that it is unclear and continually evolving.
I guess what I find challenging is finding consistency in terms of a model when working with complicated bereavement. I feel as though … for myself and my colleague … all of us are doing it a little differently…. So that always concerns me, right, there doesn't seem to be a consistent, evidence-based approach.
[Interview 11]
Wide-ranging assessment tools. There also was no consistent diagnostic tool or framework that was used among the Canadian professionals interviewed.
The only thing consistently reported was the idea that if there were multiple areas of risk or concern, then that would point toward the person having CG. Examples of client characteristics that were seen as predictive factors for CG were multiple losses, addictions, or preexisting mental health issues such as depression or anxiety. For example: 
Diversity in interventions.
Interventions identified to treat CG were as diverse as the definitions, diagnostic tools, and care settings. Theoretical orientation, the value of mind-body work, and the importance of creating a safe environment shaped the interventions used by Canadian practitioners. Many professionals identified their theoretical orientation and training as the foundation for their CG interventions. Examples of theoretical perspectives used by professionals in this study include narrative, psychodynamic, behavioral, cognitive behavioral, meaning reconstruction, humanistic, and holistic perspectives. As one participant stated, "I have some background in psychodynamic approaches to treatment as well as a long behavioral and cognitive behavioral training. And so I … draw on several areas of my background in treating people" [Interview 9].
Mind-body-focused interventions were frequently mentioned and used in two different ways: first, as a way to improve physical health. For example, "The most successful thing for me, is having people eat properly … get some fresh air and exercise regularly" [Interview 1]. Second, mind-body work was used to help clients process trauma. These interventions employed techniques from Cranial Sacral therapy, Somatic Emotional Release, Emotional Freedom Technique, Neuro-Emotion Technique, Mindfulness, Equine-Assisted Therapy, and Journaling.
Professionals also spoke of the importance of creating an environment of safety and hope. As one participant said, "My main way of working … [is] really creating a sacred space for people to feel that … anything is allowed and then just really deep listening and allowing for whatever needs to come up, … so that people feel heard and they feel safe" [Interview 7]. Another stated, "Hope instillation is a critical component … when you're treating complicated grief because people sometimes have lost that hope" [Interview 10].
Complicated grief challenges
This final latent theme represents the story behind the data and embodies our understanding of CG research and clinical practice in Canada today. These challenges are divided into three subthemes: conceptual ambiguity, eclectic approaches, and resources and opportunities for a community of practice.
Conceptual ambiguity.
A wide range of names, characteristics, preexisting conditions, and circumstances were identified by practitioners as a representation of, or diagnostic criteria for, CG. Also, there seemed to be an idea that there are different kinds or classifications of CG; such as complex or prolonged grief, and yet these different names are used interchangeably. For example, "The two forms … I've run into have been primarily … chronic or masked or inhibited grieving not exaggerated … I used prolonged and chronic grief interchangeably" [Interview 9]. Another expressed concern that even though she sees people with CG, the clinical language put forth by the current study was "not the language I speak in … it's not my training … that could be challenging" [Interview 7] .
Other interviewees seemed to have difficulty with restricting themselves to a singular definition of CG. Professionals were unsure about the construct of complicated grief for a number of reasons. Paramount among those reasons was a concern that normal grief responses would be falsely pathologized. For example:
It's difficult to tease out exactly how much of this is related to what is normal grief and what we certainly couldn't be pathologizing … as opposed to grief that is …-entrenched … in such a way that the person is having trouble moving on in … life. [Interview 13] This pervasive mixture of caution and confusion about CG was aptly captured by another participant who said, "I'm not sure that grief isn't always complicated" [Interview 5].
Eclectic approaches. There is no single widely accepted approach to the care of people with CG in Canada (see Table 2 ). Practitioners described their work with CG as being uniquely tailored to fit each client's particular set of challenges. The work done depended not only on the client's needs but also the practitioner's individual set of skills. As one interviewee explained, "Everyone has a different approach … everybody could have their different skills … which [is] all good because this is how you believe the change will work and … should totally [be] respected … even though you have different approaches" [Interview 2].
Although practitioners valued drawing from multiple perspectives, they also highlighted the effort this requires. For example, "Everything seems compartmentalized … you have to draw it all together yourself … because one piece just doesn't seem to address … all of it" [Interview 3]. "We need to bring [them] Resources and opportunities for a community of practice. Although Canadian professionals saw several benefits to creating a community of CG practice for CG, obstacles were also identified. Benefits included improved knowledge and skill due to opportunities to consult over CG cases. Obstacles were connected to the vast geography of Canada and also to limited funds and resources available for professional education and skill development. For some, a community of practice was seen as an opportunity to develop new skills and refresh old approaches to CG. One participant said, "When we practice for years … sometimes we get into a … routine and we forget there are other ways to learn…. It cannot be just one person's work" [Interview 2]. Others explained, "We do not have research time in this field" [Interview 6], so, "A community network sharing case studies along with strategies and supporting one another in practice would be great" [Interview 12].
For one professional, what appealed was: "Not only learning or stuffing more information in our heads but actually just being with all of the experiences we're holding from helping people with complicated grief" [Interview 6]. Another said, "There's an argument for having a community so that one can consult and talk with other people who are dealing with complicated grieving because it's a rarity…. I rely on a lot of my old sources" [Interview 9]. Another stated, "I haven't seen a complicated grief conference or complicated grief association … there's definitely a use to … getting a sense of what other people are doing" [Interview 10].
However, Canada's expansive geography was seen to be a significant barrier for the development of a CG community of practice. The question was 
Discussion
Our overarching goal was to engage with professionals in Canada about CG; to understand how they are working with CG and to contribute a Canadian perspective to the ongoing international discussion about CG. We were also curious to know whether other professionals were interested in the possibility of creating a community of practice for complicated grief in Canada. After analyzing our data, we adjusted our original four goals to better fit the information we'd collected and instead focused on two goals: (a) what tools were used to identify or diagnose CG, and (b) what interventions were used to respond to CG. Our results suggest that there is no straightforward answer to these questions: the state-of-the art of CG in Canada is, in fact, complicated. Practitioners use a wide assortment of tools and strategies to diagnose and treat CG with no consensus on or collective preference for any one approach or tool. It was noteworthy that more people expressed interest in a community of practice than those who agreed to an interview, which may suggest both a low confidence about what CG is and how to deal with it, alongside a desire to understand and to learn more. A Canadian CG community of practice could provide a reliable network to support the work of these professionals and to achieve higher agreement on best practice.
Our study is, to our knowledge, the first attempt to describe the CG landscape in Canada. However, the low number of respondents may not seem to adequately represent Canadian grief professionals. Yet it is our impression that we likely reached the majority of professionals dealing with CG in Canada, as recent studies have found that as few as 3% to 10% of bereaved people experience CG (He et al., 2014; Kersting et al., 2011; Shear et al., 2011) . Therefore, it seems possible that since a relatively small percentage of all grief counselors may encounter CG, relatively few would respond to our survey.
It is also possible that general confusion about CG diagnosis and treatment has contributed to their low response. As stated by Wagner and Maercker (2010) , "There is still some scepticism and critical discussion concerning the validity of diagnostic criteria of CG" (p. 28) and this debate continues in the literature to this day (see Mauro et al., 2016; Prigerson & Maciejewski, 2017; Reynolds, Cozza, & Shear 2017) . It was noteworthy that more people expressed interest in a community of practice than those who agreed to an interview. This discrepancy may suggest both a low level of confidence about what CG is and how to deal with it, alongside a desire to understand and to learn more. A Canadian CG community of practice could provide a reliable network to support the work of these professionals and to achieve higher agreement on best practices. Grief counselors in British Columbia and Ontario were the largest groups to complete the survey and agree to be interviewed. The higher degree of participation from these provinces is similar to that of a study on counseling psychology practice in Canada (Bedi, Sinacore, & Christiani, 2016) .
Several of the practitioners we interviewed reported working either in entirely First Nations communities or communities in which many Aboriginal people live, supporting the argument that this population may need special attention. Spiwak et al. (2012) identified Aboriginal people as being at significant risk for CG and suggested there needs to be research focused specifically on this population. Canada's longstanding colonial and forced assimilation practices as they pertain to Aboriginal populations, and the intergenerational trauma experienced by these individuals, families, and communities (Bombay, Matheson, & Anisman 2014; Nutton & Fast, 2015) , have unquestionably contributed to the grief experienced by this population. However, whether a CG diagnosis is fitting for this and other cultural groups has yet to be fully established.
The majority of the grief counselors surveyed by this study did not use CGspecific tools to identify CG. Similar findings were reported by Breen (2011) in her study of the gaps between research and practice in grief counseling. The use of other non-CG measures, such as the Beck Depression Inventory (BDI), Bereavement Risk Assessment Tool (BRAT), or the Grief and Mourning Interview and Inventory (GAMS) were also noted (Beck, Steer, & Brown, 1996; Rose, Wainwright, Downing, & Lesperance, 2011; Rando, 1993) . Most of the clinicians we contacted relied almost exclusively on their preexisting, sometimes decades-old training and clinical judgement, and reviewed the literature as their time permitted. We recognize that keeping abreast of current understandings and advancements in a clinical area as small and highly specialized as CG may fall beyond the scope and resources of many Canadian grief counselors and public programs.
Nevertheless, the disparate range of interventions being used to diagnose and treat people with CG was concerning. Since the interview data did not affirm that CG-specific interventions were being widely used, we speculate that the survey question pertaining to tools may have been misinterpreted. Although the list provided on the survey listed CG-targeted interventions, it is possible that when participants saw general terms that they recognized, for example "group therapy," they ticked yes, even though the group therapy they provide was not a CG-specific form of group therapy. In other words, we presume that if they were doing any kind of bereavement support group with people they recognized as having CG, they felt they were doing a CG bereavement group. This lack of evidence-informed interventions in CG treatment and the need for clinicians to use more proven effective treatments has been confirmed in previous reports (Bryant et al., 2014; Currier, Neimeyer, & Berman, 2008) .
Our data highlights some of the systemic challenges grief counselors face as they work to understand and respond to CG. Lack of agreement about what CG is and how best to treat it, paired with somewhat siloed and underfunded mental health services in Canada, have made it difficult for counselors to understand, develop, and introduce best practice for CG. As Beckett and Dykeman (2017) stated, "The further we get from a clear picture of what is normal, the more difficult it is to determine what should cause concern" (p. 9). "Researchers and practitioners alike, all struggle to balance making room for differences with agreement about what should cause concern" (p. 11). Guldin (2014) recently concluded that there is a need for mapping universally valid norms of grief reactions which include the prevalence of complications, validated assessment tools, and identification of effective CG treatment. Ranmuthugala et al. (2011) argued that communities of practice may have a role in improving practice and sustaining best practice in health care by providing a framework for sharing knowledge and overcoming professional, geographical, and organizational barriers. Approximately 50% of respondents were interested in developing a CG community of practice for the same reasons highlighted by Ranmuthgala et al. Although CG is considered one of the central issues facing the field of bereavement, grief, and loss today, it is still a comparatively rare issue, being treated by a relatively small number of professionals who may feel isolated and dispersed within the expansive geography of Canada. Li et al. (2009) highlighted some characteristics of communities of practice that seem particularly relevant to CG: the emphasis on learning and sharing knowledge, and the investment to foster the sense of belonging among members.
Final considerations
Our study is, to our knowledge, the first attempt to paint a picture of the CG landscape in Canada. Presently, there is no consensus on clinical tools to diagnose, or interventions to treat, CG in Canada. Given that the current international literature highlights considerable debate about CG's name, definition, diagnosis, and treatment, the finding that a large number of professionals do not use any tool to support CG diagnosis, and that only eight professionals used CG-specific interventions along with other approaches, while perhaps not surprising, is (at a minimum) puzzling. Why do Canadian grief professionals rely so heavily on their own assessments or use tools that are not CG-specific? Why do they use interventions that are not designed to treat CG specifically? Perhaps the lack of professional standards for bereavement professionals in Canada is impacting these practices. The first author of this study is currently involved in establishing such standards; addressing CG will be part of this work.
Developing a community of practice focused on CG could enable Canadian practitioners and researchers interested in CG to share experiences, increase their skills and knowledge, and contribute to the broader international discussion about this important topic. Cambridge, Kaplan & Suter (2005) , when describing the process of developing a community of practice, indicate that the first step is inquiry, and that developing relationships is the starting point of this phase (p. 19). We argue that this study constitutes the first step of this long journey.
Note
1. We could not identify any institution matching our criteria in Quebec City; we did, however, identify hospices in Montreal and include them instead.
(5) Is there any research that we should be aware of in terms of successes and challenges in diagnosing or treating CG?
If there are any individuals who have conducted research or treated CG that would be interested in taking part in this research project, please provide them with our contact information.
Step 3: Conclusion, expression of appreciation.
